Objective: This article describes an innovative 8-h training program that provides clinicians with the competencies necessary to conduct efficient, effective, and compassionate advance care planning discussions throughout the trajectory of life-limiting illnesses.
INTRODUCTION
Improving the effectiveness, through shared decision making, of advance care planning for the seriously ill has been an elusive goal for medical care near the end of life~Omnibus Budget Reconciliation Act, 1990; SUPPORT Principal Investigators, 1995; Field et al., 1997; Covinsky et al., 2000; Martin et al., 2000 !. Even well-conceived, intensive projects like the SUPPORT study~1995! have not been able to change the troubling deficits in medical care for the patient with life-limiting illness. This article describes an innovative, highly focused professional training program designed to increase the frequency and quality of advance care planning discussions between health care providers, patients with life-limiting illnesses, and their families.
The authors have developed a conceptual model that provides the theoretical foundation for the new program~Weiner & Cole, 2004 !. In brief, we conceive that professional training efforts in advance care planning communication have not yet led to large changes in patient care, because they have not effectively overcome the clinician's individual and highly specific emotional, cognitive, and skill barriers to engaging in these discussions. The rationale and methods of a fully successful program must include educational strategies targeted at overcoming these individual clinician barriers~see Table 1!. achieve adequate, measurable, and lasting benefits of training, ACare was modeled after other evidencebased communication programs that utilized 8 h of training time~Roter et al., 1995; Gerrity et al., 1999; Cole et al., 2000 !. These investigators believed that 8 h was the minimum necessary for participants to change ingrained clinical communication patterns.
ACare has been designed to be adaptable across medical disciplines and levels of experience. Encouraging pilot data have documented short and long term efficacy with oncology fellows~Weiner et al., 2002a, 2002b!.
OBJECTIVES OF THE ACare TRAINING PROGRAM

Knowledge Objectives
At the conclusion of the training program, learners will be able to describe the following:
• • A structured approach to initiate and complete advance care planning discussions with patients and families.
Attitudinal objectives (including emotional, cognitive, and self-confidence outcomes)
At the conclusion of the training program, learners will report the following:
• Positive changes in their confidence and comfort in initiating and leading advance care planning discussions; and • A willingness to engage in the evolving process of advance care planning across the entire trajectory of illness from diagnosis through death.
Skills Objectives
At the conclusion of the training program, learners will be able to perform the following:
• Identify specific end-of-life situations that cause them to experience aversive emotional responses and counterproductive beliefs.
• Create alternate ways to experience these endof-life situations by recognizing and reinterpreting these associated counterproductive beliefs.
• Facilitate shared decision-making with patient and family about medical treatment choices by engaging in the 10 communication behaviors described in the text below.
THE ACare PROGRAM: STRUCTURE, TRAINING PROCEDURES, AND EDU-CATIONAL RATIONALE
ACare training consists of 6 h of group sessions and two 1-h individual sessions. The group sessions can be taught separately in 1-h blocks or combined into longer blocks~e.g., three 2-h sessions!. These sessions are summarized in Table 2 Table A1 lists 10 elements we believe are fundamental to advance care planning discussion, along with sample questions or statements. Note that "advance care planning" goes beyond advance directive determination. The clinician acts as a guide to help the patient participate in a shared medical decision-making process throughout the illness trajectory~Teno & Lynn, 1996; Charles et al., 1999; Elwyn et al., 2000; Kolarik et al., 2002 !. This is helpful not only to sort out complex treatment planning issues, but it also facilitates the patients' efforts to construct meaning around their illness experience. This may have, in itself, therapeutic effects~Breitbart, 2002; Chochinov et al., 2002!. C. Most of these elements, list in the table in the Appendix, are self-explanatory. However, six deserve more attention:
3. With the patient's own current medical illness.
Ineffective advance care planning discussions are overly technical and abstract. It is easier to make good decisions when they can be framed within prior personal experiences. For example, if a clinician can help a patient recall the last days, weeks, or months of a loved one's life, the patient can consider what aspects of that medical care they might or might not want for themselves.
• Help the patient actively link past experiences to the decisions he or she should ponder. Once such experiences are drawn out, it becomes a bit clearer for the patient to sort through decisions. The physician should help the patient by asking questions like, "You saw how your mother did on a breathing machine. What were the pros and cons of that experience for you? If you would ever be in a similar situation what would you want and not want for yourself?"
• Carefully listen for cues the patient gives that invite the clinician into a discussion about end-of-life issues. Clinicians are often reluctant to raise end-of-life issues, because they feel patients won't want to discuss it. This is usually an incorrect assumption. Data indicate patients commonly wait for physicians to • Help the patient and loved ones link the medical decisions they are making with losses they are suffering. Sometimes patients or family members refuse to accept imminent death. They might request ineffective treatments in the hope of a miracle. Sometimes they angrily demand constant attention from the medical staff or anxiously overinterpret small movements of a dying patient as a sign of recovery. These behaviors commonly cloak the grief of patients and family, which is rarely addressed in the acute care setting. Rather, the staff adapts by labeling people as "in denial," "irrational," or "difficult." This establishes adversarial relationships that often escalate the demands of patient and family. Often the health care team unknowingly participates in "irrational denial," by not acknowledging how painful it is for the patient and family to say goodbye. If this were more directly addressed, the maladaptive behaviors of patients, families, and staff might diminish.
• Provide accurate prognostic information and treatment recommendations, as requested by the patient or as needed by the patient to make adaptive decisions.
In an attempt to protect patient hope and perhaps avoid emotionally upsetting bad news, clinicians may not share frank clinical information with patients. Providing this necessary information must be guided by the provider 's assessment of the patient's desires and needs, not by the provider 's personal distress Buckman, 1992; Novack, 2000 planning discussion with actual patients and families is used as a demonstration tool for the 10 elements of good advance care planning. The video is stopped many times to elicit trainees' thoughts and emotions. Counterproductive beliefs~see below! are challenged and reframing tasks are assigned. C. Rationale: Modeling videotapes are used as a springboard to elicit group discussion. As discussed by Bandura~1977, 1992!, modeling provides a template to improve clinician self-confidence. 6. Skills-based practice: Group "rolling role plays" based on personally challenging scenarios constructed by trainees. A. Teaching method: Group learning, 60 min. B. Description: Instead of trainees doing individual role play, we repeatedly utilize "rolling role play." This is where the whole group assumes the role of the clinician: Group members sequentially ask one question or make one statement to the simulated patient~a faculty member!. As role plays proceed, the facilitator will get a sense of specific situational-based skills each trainee needs to work on. For example, a nurse may have difficulty saying the word dying, when trying to ask, "Have you ever thought of dying?" This can be practiced within the context of a role play, and then given as an assignment to practice with the next appropriate patient in the clinical setting. When the nurse returns to the next class, the facilitator can follow up to see whether he or she was able to perform this skill. It is important to encourage participants to have advance care planning discussions with actual patients between classes, so they can bring in real vignettes to discuss and practice. C. Rationale: The trainee sees objective evidence of improvement, which increases motivation to put these skills into practice. The trainee also sees objective evidence of skills that he or she can continue to improve.
VALIDATION STUDIES IN PROGRESS AND FUTURE DIRECTIONS
Pilot data indicating formative and summative measures of efficacy 2 have been reported for ACare training of medical oncology fellows~Weiner et al., 2002a, 2002b!. Self-reported comfort and confidence increased in advance care planning communication skills. Additionally, objective measures of skills improved as assessed by a modified RIAS analysis~Roter et al., 2000! of videotaped advance care planning discussions with simulated patients Weiner et al., 2002a Weiner et al., , 2002b !. Medicine interns trained with ACare also reported increased selfefficacy in several tasks related to advance care planning discussion~Weiner et al., 2001!. Details of these studies will be formally reported elsewhere. In addition to these uncontrolled outcome studies, a randomized controlled study of ACare is currently in progress, assessing the knowledge, attitudes, and skills of medicine interns in advance care planning discussion.
DISCUSSION
This article describes an innovative training program for clinicians in shared decision making across the trajectory of life-limiting illness. The effective-ness of the program is supported by current formative and emerging summative outcome data. The conceptual paradigm underlying ACare has been described in a separate publication~Weiner & Cole, 2004 !. ACare emphasizes the need for trainees to learn to recognize and manage their personal distress during advance care planning, reinterpret their individual cognitive barriers, and practice specialized communication skills in shared decision making. Along with focused exercises designed to overcome participants' emotional and cognitive barriers, ACare develops skills through highly structured role plays. Figure 1 displays the educational paradigm.
It is clear that the time demands of this training are considerable and may even be prohibitive for some settings-8 h for the trainee and 14-18 h for the trainer, based on a group of four to six participants. We believe that this time investment, including the individual faculty-trainee interaction is important for effective outcomes. However, once the initial validity of the program has been established, further educational studies can be undertaken to determine which elements of the program may be trimmed.
Future research directions will address four key areas:~1! the development of valid measures for the content of an advance care planning discussion;~2! the development of reproducible, testable~i.e., manualized! approaches to advance care planning;~3! the determination of how improvements in a clinician's advance care planning capabilities translates into actual changes in clinical behavior; and~4! the determination of whether a clinician optimally trained in advance care planning skills improves the outcomes of terminally ill patients and their families.
There has been widespread recognition of the need to help professional providers address their emotional discomfort with terminally ill patients, yet without clear guideposts. We hope that adoption of this training by others, with concomitant validity studies, will increase the ability of a clinician to more comfortably and effectively discuss the crucial treatment decisions that terminally ill patients and their loved ones need to make. As important, we anticipate that these discussions will be more emotionally meaningful and dignified for the patient, family, and clinician.
